Objectives: There could be no group more affected by social disconnectedness than widows and many who suffer from social disconnectedness live a lonely life, suffer depression, anxiety, low self-esteem and selfworth, and are hunted by the constant thought of suicide. Developing an intervention to provide reprieve may help widows take back their lives. This article therefore, presents the results of a study probing the effectiveness of self-monitoring intervention in reducing social disconnectedness among the widows in Kaduna state, Nigeria. Methods: The study used the quasi-experimental method involving pretest and posttest. The data were collected using Social Disconnectedness Questionnaire from 47 widows in the treatment group and 45 widows in the waitlist control group. The mean age of the participants (42.33 ± 6.38 years [95%CI = 41.02-43.63], range; 28.0-56.0 years). Results: Analysis of the data suggests that self-monitoring intervention is significantly effective in reducing social disconnectedness behaviour problem among the widows in the study area. After eight weeks of selfmonitoring intrevention, social disconnectedness behaviour among the widows reduced by 39% compared to 5.63% observed in the waitlist control group. Conclusions: The outcome adds to the literature as one of few studies investigating self-monitoring intervention among widows and calls for increased probing to establish the efficacy of self-monitoring in reducing social disconnectedness in widows in Nigeria and elsewhere in the world.
The European Research Journal 2019;5(5):894-904 he state of having lost one's spouse to death is becoming prevalent in the present worldbecause of natural or man-made disaster and thus, rendering lots of women into Widowhood. There are an estimated 258 million widows across the world, and more than 115 million live in poverty, 86 million have suffered physical abuse and 1.5 million children whose mothers who have been widowed will die before reaching the age of five [1] . Usually, with the death of a husband, the world of a woman falls apart and she has to dwell in a cruel world, full of misery and shame and abuses for the rest of her life. There is no group more affected by the sin of omission than widows. They are painfully absent from the statistics of many developing countries, and they are rarely mentioned in the multitude of reports on women's poverty, development, health or human rights published in the last twenty-five years [2] . Their plight is one of the most important, yet under-reported issues facing the world today. For many women, however, becoming a widow does not just mean the heartache of losing a husband, but often losing everything else as well. In too many countries, a woman who is widowed becomes in effect a non-person. Through no fault of her own, she can suffer social discrimination, stigma and even violence, sometimes, as in parts of sub-Saharan Africa, being forced to "cleanse" herself by having sexual intercourse with a relative or a stranger. A widow may also be denied inheritance and land rights or forced to drink the water that was used to clean her dead husband's body. Although, much has been made, and rightly so, of gender inequality, but widows have truly been at the bottom of the pile -invisible and unheard -for too long. These sufferings could lead to serious mental and physical health problems. While some emotional reactions can hardly be avoided following the loss of a loved one, a key question is how can the society protect the bereaved from unduly long-lasting and/or extreme consequences?
Most bereaved people suffer from loneliness, isolation or social disconnectedness. This is a situation characterized by behavioral, social, or emotional problem. Although, some individuals appear content to spend most of their hours and days removed from others, there are individuals who have little choice in the matter of solitude because they are isolated or rejected by others in their social communities and or having feeling of worthless and therefore decide to live alone. Vasa and Pine [3] believe that social disconnectedness is linked to psychological maladaptation as it represents a behavioral expression of internalized thoughts and feelings of social anxiety or depression.In the cases of the avoidance of social company and the disconnection from social company, solitude could hardly be construed as psychologically or socially adaptive. It is not the display of solitude per se that may pose a problem; rather, the central issue is that social disconnectedness may reflect underlying difficulties of a social or emotional nature.
The term "social disconnectedness" is not a diagnosis for a specific psychiatric disorder. Disconnectedness means both the phenomenon of social isolation and the pathology of introverted behaviour. The former refers to the condition of staying in one's own house to avoid relationships with others, including family members, the latter means pathology due to some psychiatric disorders or personality of introversion. Patients in isolation are classified into a "secondary isolation group" due to psychiatric disorders, and a "primary isolation group" characterized by isolation itself [4] . It is also viewed as an individual's subjective experience of a lack of satisfying human relationships, usually accompanied with a negative feeling, causing distress to an individual. It is related to several characteristics that impair the quality of life of widows, like depressive symptoms and decreased subjective health. It may lead to cognitive decline, increased need of help and use of health services, as well as early institutionalization of the widows after the loss of the spouse [5] [6] [7] [8] .
Generally, socially disconnected people often experience a subjective sense of inner emptiness or hollowness, with feelings of separation or isolation from the world, and a woman grieving for the loss of her husband is not an exemption [6, 7] . Sure, the loss of a spouse is a challenging and life changing experience, this is even worse among elderly and young married women. Whether the spouse dies expectedly or unexpectedly, socially withdrawn behaviour among the widows whose social network has already been reduced, affects the widows' quality of life and they become more vulnerable to loneliness. Although social support may buffer the effects of loneliness such as mental problems, depression, insomnia and hallucinations of the dead, widows arguably have lower levels of social support in Nigeria than married individuals do. Social disconnectedness has been identified as a risk factor for psychosocial maladjustment [9] , and associated with such negative, interpersonaland intrapersonal difficulties as low self-esteem, negative self-perceptions of social competence, and anxiety [9, 10] .
Research shows that widows who suffer from social isolation are hunted by the constant thought of suicide. They are emotionally down cast and as well view the future hopelessly and helplessly. This condition is even worse among widows with children to care for. Growing evidence of their vulnerability to isolation and loneliness, socioeconomic and psychological challenges in the society present a danger waiting to happen. In many developing countries, the exact numbers of widows, their ages and other social and economic aspects of their lives are unknown. However, almost worldwide, widows comprise a significant proportion of all women, ranging from 7 per cent to 16 per cent of all adult women [11] . It is a common knowledge that in African context, widows receive some of the worse of treatment, and endure the worst of ordeals, which makes them susceptible to lots of psychological distress.
In Nigeria as in many parts of the developing world, the exact number of widows is unknown if it is available, it will be a matter of gross estimates. Beside the ages of these women and much of their socio-economic conditions are poorly accounted for. Broadly stated, while widowhood is largely experienced by elderly women in the developed world, the reverse is the case in developing countries such as Nigeria where younger women, many of whom may still be bearing children are widows. With early marriages still largely in practice in Nigeria, many girls given out in marriage are turned widows before adulthood.
The phenomenon of widowhood is attributed to death of a husband which causes are varied. In contemporary societies like Nigeria, the first notable variety of death worth considering due to its profound and immediate impact on widowhood in terms of creating many widows at a given time is war or armed conflict. World War I and II, the Ibo pogroms of 1966, the violent political crisis in Western Nigeria in the mid-1960s, the Nigerian civil war of 1967-1970 all produced more widows than any period in modern Nigeria [12] . Ethnic and religious conflicts such as the Tiv riots of the 1960s; the Tiv-Jukun crises of the early 1990s and 2001; the Ife-Modakeke crisis of 2000, the Amuleri-Aguleri in South-Eastern Nigeria in 2001; the Maitatsine religious crisis of the 1980s that erupted in Kaduna and spread across northern Nigeria with flash points in states like Kano, Bauchi and Plateau; countless acts of suicide bombing, the recurring ethno-religious crises in Jos, Plateau State and Kaduna metropolis since 2000 have all combined to produce additional widows in huge numbers [13] [14] [15] [16] . In between these are unreported cases of violent conflicts between minority ethnic groups that result in male causalities. Since 1999, the Niger Delta crisis, electoral related violence and the Boko Haram menace in Maiduguri and Yobe and the Fulani herdsmen and Farmers crises have caused substantial deaths in Nigeria. The group has carried out heavy attacks since 2007 in Maiduguri, Kano, the Police Headquarters in Abuja, churches in Abuja and Suleija in Niger state and at the United Nations house in Abuja [17] [18] [19] [20] and most recently, the killings of Reverend Fathers and worshippers in Benue state.
Without debate, majority of those who lost their lives in all these wars and crises and bombings are men many of whom were married. Those left behind include widows and children in a sizeable proportion. Once upon the death of a husband, irrespective of the age of the wife, she descends into widowhood and depending on the cultural background of the marriage; the widow's conduct and activities are henceforth regulated by customary practices and norms. In general, according to Eweluka [21] , widowhood rites include isolation and confinement, restrictions in movement and association and hair shaving.
Nigerian widows like their counterpart elsewhere in especially Africa and Asia are a special social category that is scantly acknowledged in social policy but is potently vulnerable to psychological, socioeconomic and health risks because of the widowhood practices prevalent in Nigeria. One of the major effects of widowhood is poverty and emotional trauma. Many Nigerian widows are pauperized by those. These practices drastically reduce the economic status of widows upon the death of a husband. It is difficult to achieve a good life by a widow when she has no right to inheritance. Upon the death of a husband, widows may be completely dispossessed and chased off [22] . Widowhood is simply a life of deprivation.
In Nigeria, women outlive their husbands, because they marry men older than themselves, that is why widows outnumber widowers and the average woman can expect to survive her husband. In fact, widows make up a substantial proportion of the elderly population. The pattern of grieving will repeat itself over and over again, month after month, and that all the unbearable feelings and fears, of being unable to function as a human being any more, are normal. During this period, fatigue, anxiety, lack of interest and reduced functioning are common. Social disconnectedness is the most radical life events one can experience and it can have far-reaching consequences for the mental wellbeing. In order to promote mental and general wellbeing and to alleviate loneliness and social disconnectedness among widows, intervention programs must be developed to improve existing or develop new relationships such as friendships [23] [24] [25] .
Decades of research, using self-monitoring technique, a personality trait that refers to an ability to regulate behavior to accommodate social situations has
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proven to be an effective behavioral intervention used in modifying various behavior problems. Based on the effects of this behavior, this study was carried out to assess the extent to which self-monitoring technique can alleviate the effect of social disconnectedbehavior among the widows in Kaduna metropolis. Hawton et al. [26] suggested that practices should target people at risk of social disconnectedness, as individuals need to be identified early with interventions before deterioration of their health or quality of life occurs.
METHODS

Research Design
The research is a quasi-experimental study involving two-group pre-test/posttest design [27, 28] . The design is helpful as it enable the researcher to select sample on purpose for the study, and help to assess the effectiveness of a given intervention by comparing before and after outcome of participants [29] . Usually, if the intervention is effective, participants' outcome scores will improve compared to baseline,but scores will remain constant if the intervention has no effect [30] .
Participants
The population of the study includes all widows in Kaduna metropolis who show symptoms of Social disconnectedness. Although, there are many widows in Kaduna state, there is however, no documented or published report about their exact number by local authorities. They however, comprised a good proportion of all women. A 2015 world report estimate puts the population in Nigeria at over two million, 2,145,605 [1] . VanVoohis and Morgan [31] , and De Winter [32] suggested that using small sample size can help the researcher to give adequate attention to the subjects and it can eliminate rowdiness and possibility of attrition. The following shows the sample size of the study and the sample recruitment procedure: Out of the two hundred and three widows accessed, one hundred and twenty-eight widows agreed to participate in the study (Figure 1 ). They agreed to participate in the study in order to resolve their social disconnectedness behaviour. All the volunteers were gotten via notices placed at the gate to the church building, sharing of handbills, and through one-on-one [27, 28, 33, 34] used similar strategy for recruiting volunteers for insomnia research. It is a recommended recruitment technique [35] . The 128 volunteers were randomly assigned into two groups of 64 each. After eight weeks, 17 [26.56%] and 19 [29.69%] participants from the treatment group and the control group respectively withdrew from the study.
Ethical Consideration
Participation in this research was voluntary. Only widows identified with the social disconnectedness and have agreed to participate after signing a consent form, took part in the study. The consent form as attached to the scale reads;
The essence of the study has been explained to me, and I have been given the opportunity to ask questions about this research. I understand the aims, duration of the intervention and have agreed to participate. I was also assured of confidentiality of any information I gave. I understand that my participation is voluntary, so I can withdraw from the study at any time.At the end of the study, the waitlist control group was introduced to the treatment and was given handout on how to use it at home.
Treatment Credibility
Two items from the Treatment Evaluation Questionnaire [36] were used to assess treatment credibility, and these items were completed at post treatment. These items were chosen because they appeared less likely to beaffected by treatment success or failure, though it remained possible that treatment response biased these findings. Participants reported whether they felt the treatment was logical and reasonable and whether they would recommend the intervention to a friend with a similar problem. The items were measured on a Likert scale ranging from 0 (strongly disagree) to 5 (not sure) to 10 (strongly agree).
Measure
The social disconnectedness questionnaire (SDQ) developed by Russell [37] was used to assess social disconnectedness behaviour among participants during pretreatment and post treatment phases. The Social isolation questionnaire includes 20 questions used to assess how lonely the respondent feels. Each question begins with the statement "How often do you feel" followed by a positive or negative description of social interactions with others. The respondent is asked to indicate the frequency he/she feels that way (never = 1, rarely = 2, sometimes = 3, always = 4) for each question. The instrument is suitable for respondents between the ages of 18 and above. Items  1, 5, 6, 9, 10, 15, 16, 19 , and 20 were scored in reversed. All scores were summed together with higher scores indicating greater degrees of isolation or disconnectedness [37] .
Generally, the instrument was divided into sections. The first section was made up of demographic characteristics of the respondents (age, personal income, years of widowhood, number of children, and source of financial assistance), while the second section consists of statements used to assess the dependent variable (social disconnectedness). The social disconnectedness questionnaire produced a satisfactory reliability index and consistency and it is the most commonly used instrument to assess social isolation behaviour. The scale has internal consistency of 0.89 to 0.94 and test retest of 0.73 [37] . It has been used successfully in several countries with different cultures [38] [39] [40] .
Intervention
The data collection procedure was discussed in three phases; the first is pretreatment phase, then second; treatment phase, and third; post-treatment phase (Table  1) .
Pretreatment Phase (week 1)
During week 1, the researcher introduced himself to the volunteered research participants. The participants received briefing on the essence of the study and filled consent form approving their voluntary participation in the study. We (researcher and 2 assistants) administered self-monitoring questionnaire, whichwe used to measure widows level of social disconnectedness. We used the datacollected at this stage to serve as the pretest data and bases for inclusion to the study. Participants were directed on how to fill the instruments and after that, advance arrangements were made concerning further meetings.
Treatment Phase (week 2-7)
The treatment was done in-group, so all the
The European Research Journal Volume 5 Issue 5 September 2019
participants in the experimental group received selfmonitoring intervention from week 2-7. Ten o'clock every Saturday morning was scheduled as the meeting time and the intervention took 58 minutes per session. The self-monitoring techniques used by Harrri et al. [41] ; Jolivette and Ramsey [42] ; and Carr and Punzo [43] was used for the study with some modification to suit the need of the problem under investigation. Other researchers have used the techniques and procedures and they have shown to be effective in reducing behaviour problems, but there appears to be a dearth of researches using the techniques in treating social disconnectedness among widows.
Post-treatment Phase (week 8)
At this phase, posttest using SDQ was administered. The essence was to compare with pretest outcome of both group and to examine group differences that have occurred over the course of the treatment. The rate of attrition among the study participants was 26.5% and 29.7% for experimental and waitlist control group respectively. One reason for this rate of attrition was the fact that some of the participants actually do come from far distances to the treatment venue. Before termination, the participants were informed on what to do when there is a relapse. Lastly, the participants were made to understand that longitudinal datahad shown that treatment gains achieved are extremely durable with time,they aremost often maintained or improvedover time, so relapse rates will be small so far they continue a good habit (that is, abstaining from behaviour that leads to and perpetuate the condition). Usually in experiment like this, the untreated waitlist control group needs help alsoafter the study. Thus, for ethical reason, widows in the waitlist control group were given the treatment handout explaining the systematic implementation of the treatment. The selfhelp method in experimental research has been shown toproduce some durable benefits.
Statistical Analysis
The data collected were statistically analysed with the aid of a computer software: JMP ver. 13.2. The study used ANCOVA to test for treatment effects. ANCOVA is suitable when two or more groups are subjected to pre-test and post-test while the pre-test is treated as a covariate to 'control' for pre-existing differences between the groups. However, prior to testing the treatment effects, a test of assumption of homogeneity of regression slope was carried out (see Figure 1) 
RESULTS
There is a significant difference between treatment and control group in term of educational attainment (χ 2 = 12.805, p < 0.01) ( Table 2 ). The outcome showed that 19% of the participants in the treatment group had no formal education, unlike control group with only 4.4%. Almost 49% of the participants in the control group had only primary education compared to 38% in the treatment group. In addition, almost 32% in the treatment had secondary education when compared to a higher 42% in the control group. Only 5 participants representing 10.6% of the total sample in the treatment group attained tertiary level of education compared to 2 participants representing 4.4% in the control group.
Regarding family size, as per number of children, analysis showed that 25.5% of the participants in treatment groupreported having 1-3 children compared to 11% in the control group. Over 36% in the treatment group have 4-6 kids compared to 73% in the control group. There were also 38% having 7 and above number of children in the treatment group compared to 15.6% in the control group. Generally, there is no significant difference in number of children between treatment and control group, χ 2 = 6.570, p = 0.087. No significant difference rate of employment between participants in the treated and control group, χ 2 = 0.005, p = 0.943.
The mean response and standard errors of participants' social disconnectedness before and after the self-monitoring intervention are given in Table 3 . Mean pre self-monitoring intervention of social disconnectedness among treatment group was 52.914 ± 1.064; 95CI = 50.799-55.030, but after intervention, mean social disconnectedness reduced to 32.256 ± 0.905; 95CI = 30.457-34.055. The outcome showed a 39% remission in social disconnectedness behaviour among the treated patient. Waitlist (WL) control group on the other hand had a mean social disconnectedness Figure 2 showes the analysis of covariance (ANCOVA) assumption test that requires that the relationship between the covariate and dependent variable for each of the groups is the same. Usually, similar slopes on the regression line for each group indicate this. Unequal slopes would indicate that there is an interaction between the covariate and the treatment. If there is an interaction then the results of ANCOVA could be misleading [44, 45] . In this study, the interaction is not significant, F (1, 88) = 1.854, p = 0.1768, thus supporting the appropriateness of ANCOVA.
Analysis of covariance, which was employed to determine the effects of group on social disconnectedness is shown in Table 4 . Outcome showed that generally, there is a significant effect of group F (2, 89) = 111.1635, p < 0.0001; RMSE = 6.189, implying that the two groups (treatment and WL control group) responded significantly different due to self-monitoring intervention. The overall model was found to explain 71.4% variance.
The expanded estimates nominal factors expanded to all levels are shown in Table 5 
DISCUSSION
The basic essence of the study was to examine the effectiveness of self-monitoring intervention in reducing problem behaviour of social disconnectedness among widows. The result suggests that self-monitoring intervention is an effective strategy to help reduce social disconnectedness behaviour among widows in Nigeria. In this study, SM reduced SD by 39% in eight weeks. This corroborate findings on multiple baseline study across participants by Craanen [46] , which investigates the effect of a self-monitoring treatment intervention on academic productivity component behaviors among students with Autism Spectrum Disorder. Results show all participants achieved marked improvements in their academic productivity composite scores from baseline to intervention to the maintenance phase. Furthermore, previous finding by Cassidy [47] using selfmonitoring to improve the academic performance of a male student with attention deficit hyperactivity disorder (ADHD) shows that the student improved grade average in all five classes. The improvement was classified as from 0% of the time to 50% of the time, showing the helpfulness of self-monitoring intervention. In another multiple-baseline-acrosssubjects design study, Hughes et al. [48] used a multiple-baseline-across-participants design to examine the effects of self-monitoring on selected social behaviors of students with mental retardation. Result shows occurrences of self-monitoring were associated with improvement in target behaviors across participants. In another similar finding, Car et al. [49] reported that volunteerism successfully attenuate loneliness among widows to the extent that loneliness among widows was found to be similar to those of continuously married individuals. A previous study by Constantino et al. [50] on bereavement using group intervention showed that resulted to statistically significant changes in psychological wellbeing. There was a significant increase in social adjustment among widows survivors' of suicide. In line with outcome of this intervention, Onrust et al. [51] in their study on effects of visiting service for older widowed individuals found that visiting service improved the socially lonely, physically ill, and low educated widows than in experimental group than in the control group.
Limitations
This present study has several limitations, though. Firstly, the study relied on self-reported measures of social disconnectedness instead of objective measure. Secondly, other physical and mental health problems not included or taken care of in this study may create asymmetries in widows' social relationship and limit their abilities and desires to develop and maintain healthy social relationships. Secondly, the study only questioned the participant's level of education, number of children and employment status. Other sociodemographic features like the number of siblings, the degree of closeness with siblings, the existence of close friends, the time of loss of spouse, the number of years of widowhood, may all related to losing reaction. The fact that these variables were not looked at is a limitation of this study. Thirdly, using individual rather than group intervention may produce better outcome as each participants would be given adequate attention. Based on these limitations, we therefore state categorically that causal connections implied by the findings of this study should be interpreted and taken with caution. It is hope that further research will refine these concepts, address the study limitations to reveal causal mechanisms, and help researchers and 
CONCLUSION
The present research is an early step forward towardsprobing the relative effects of self-monitoring intervention on social disconnectedness among widows. In this study, we found out that the treatment successfully reduced social disconnectedness among widows in Kaduna state, Nigeria by 39% after eight weeks of contact compared to the 5.6% for the control. The study outcome may advance the area of grieve support and aid a healthy adaptation to widowhood.
